side of the pelvis. The appendix, which showed chronic inflammatory changes, was also adherent to it.
The specimen I show to-night consists of the distal portion of the left Fallopian tube and the left ovary. The left ovary has been laid open, and shows an upper cystic and a lower solid portion representing the unaffected part of the ovary. The cystic portion in the recent state was about the size of a small hen's egg. It will be noticed that it has considerably shrunk in the process of preserving the specimen. It was lined by dark adherent blood-clot, and contained, lying freely within it when it was first opened, a small oval yellow structure, attached at one end by a narrow pedicle to the inner wall of the cyst. I am unable to give the precise spot of its attachment, as the pedicle broke when the cyst was opened. This oval structure has been laid open and will be seen to contain sebaceous material and a few hairs.
Microscopic section of this structure shows a fibrous tissue wall lined by a thin layer of squamous epithelium; the containing cyst wall is composed of ovarian tissue lined by a thin layer of compressed connective tissue and there is no definite cell lining.
The specimen appeared worth bringing before your notice for two reasons: Firstly, it is unusual in that it represents a dermoid, which is pedunculated; secondly, this pedunculated structure was situated within a cyst cavity lined by old blood-clot.
I shall be gr~ateful to know whether any other members of this Society have come across a pedunculated dermoid and also for their opinions as to the nature and origin of the cyst cavity surrounding it.
Dr. HERBERT SPENCER: This specimen would appear to be very rare. Amongst about sixty dermoid tumours of the ovary removed I have not met with a case in which the dermoid cyst was intracystic and pedunculated. Possibly the ovarian tumour was a composite tumour; of these I have seen a few examples, and the cyst enclosing the dermoid cyst may have resulted from the breaking down of septa of the multilocular portion.
Case of Combined Antepartum Haemorrhage: Placenta
Previa and Accidental Hmmorrhage.
By EARDLEY HOLLAND, F,R.C.S.
PLACENTA prawvia is said to occur once in one thousand cases, and accidental heemorrhage, if examples of slight partial separation of the placenta are included (such as cases of isolated retroplacental hamatoma), Section of Obstetrics and Gynacology once in five hundred cases. The combination of the two should, therefore, occur about once in half a million cases. I have never before heard of a case showing a combination of the two.
The patient, a primigravida aged 28, at the full term of an apparently normal pregnancy, was admitted to the City of London Maternity Hospital on January 20, 1920. She began to bleed, without any obvious cause, at 10 a.m., and was sent into hospital by her doctor at 2.30 p.m. Her pulse was 80 and of low tension, and her temperature 970 F.; she seemed more anaemic than was warranted by the statements about the amount of blood she had lost. On examination the cervix admitted two fingers, and the placenta could be felt lying in the lower segment with its edge just overlapping the margin of the cervix. A catheter specimen of urine contained albumin in a dense cloud. She was not bleeding on admission, so she was given morphia and watched. I saw her at 5 p.m., and was able to confirm the diagnosis of placenta provia; at the same time I was struck by the physical character of the uterus, which was hard and irritable, although the patient was having no labour pains. This, in conjunction with the general condition of the patient, with the albuminuria and with the absence of foetal heart sounds, in a case of antepartum haimorrhage would have led without hesitation to the diagnosis of accidental haemorrhage, had not the placenta been plainly felt in the lower uterine segment. At the time I did not suspect the combination of the two forms of haemorrhage.
As the head was presenting, treatment by external podalic version and bringing down a leg was decided on. External version failed, because of the hard, irritable state of the uterus, so I did internal version and brought down a leg, on which continuous weight-traction was made. The patient delivered herself of a dead foetus at 8.30 p.m. The placenta came away almost immediately, together with a large dark clot of a volume of about 14 oz.
Examination of the placenta revealed a typical, sharply localized, depressed area, with flattened cotyledons, in the middle of the maternal surface and occupying about one-third of its area. Some dark clot was still occupying parts of this depressed area, and a closer inspection revealed some adherent laminae of clot of greater age. The opening in the bag of membranes was at the margin of the placenta, adjacent to a tongue of blood-infiltrated placenta typical of the separated area of a placenta pra3via. The albumin quickly diminished in amount after delivery, and had disappeared from the urine by the eighth day post partum.
I realize that, in certain cases of placenta praevia, concealed intrauterine hamorrhage, retroplacental and otherwise, does occur, owing to the fact that the presenting, or compressing, part of the foetus does not completely compress the separated area of placenta. That the present case was not of this nature is proved by the fact that a zonp of normal placenta intervened between the separated previal area and the localized depressed area occupied by the retroplacental clot.
This was a true case of placenta proevia combined with toxaemic retroplacental haomorrhage. There is no inherent reason why such a combination should not occur; according to the laws of chance, it should occur once in every half million cases of pregnancy, or, according to the present birth-rate, twice per annum in the United Kingdom.
Dr. HERBERT WILLIAMSON: I have seen one similar case. The patient was a primigravida, and when admitted into hospital was semi-conscious, and losing profusely from the vagina. There was general cedema and the urine contained a large amount of albumin. She died shortly after admission and before delivery. Post mortem the placenta was found situated partially over the lower uterine segment, both its lower and its upper portions were detached and the uterus contained a large mass of blood-clot.
Specimen of Infected Fibromyoma of the Puerperal Uterus associated with General Peritonitis and removed by Hysterectomy.
By EARDLEY HOLLAND, F.R.C.S. THE patient, a multipara, aged 35, was admnitted to the London Hospital on November 19, 1919. She had been delivered three weeks previously of a child which weighed 61 lb., and lived only one day; the uterus, after delivery, remained large, the placenta did not come away, so a twin was diagnosed and the patient left to nature. However, at the end of three days her doctor removed the placenta manually,, and diagnosed a fibroid tumour. The patient did not become acutely ill until two days before admission, when she began to get acute abdominal pain, vomiting and high temperature.
On admission she was acutely ill, and presented the signs and symptoms of an acute generalized peritoneal infection. A tender, hard, round tumour was felt rising out of the pelvis, the size and shape of a uterine pregnancy of twenty-four weeks' duration. I operated at once,
